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Mrs. D. was 54 years of age, with no particular history
(notably, no cranial trauma), except for longstanding chronic
rhinitis treated by self-administered antihistamines. She
was an antique dealer; while setting up a stand for the
Paris Antiquarian Book Fair, dust released by the unpacking
induced repeated violent sternutatory attacks. She expe-
rienced sudden and intense otalgia and deafness in the
left ear, and consulted in Emergency. Otoscopy found the
juxta-tympanic left external auditory canal (EAC) ﬁlled by
thick skin as observed in idiopathic EAC ﬁbrosis. The tym-
panum could not be visualized. Air-bone gap was positive
in the right ear and negative in the left. The audiogram
showed 30 dB left-ear pure transmission hearing-loss (Inter-
national Bureau of Audiophonology [BIAP] mean) associated
with a ﬂat left-ear tympanogram. Middle-ear CT scan was
performed (Figs. 1 and 2).∗ Corresponding author.
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What is your diagnosis?igure 2 Axial middle-ear CT slice without contrast medium.
uestionsuestion no 1: How do you interpret this image?
Question no 2: How do you explain this pathology?
Question no 3: What treatment do you recommend?
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How do you interpret this image?
This left frontal CT slice through the EAC (Fig. 1), without
contrast medium, shows an air-bubble in the mid-third of the
canal. The eardrum is normal, lying medial to the bubble.
The left middle ear is healthy.
How do you explain this pathology?
Fig. 2 explains this strange phenomenon. There is a solu-
tion of continuity in the anterior wall of the mastoid
apophysis, bringing the mastoid air cavities into communi-
cation with the skin of the EAC. Violent sneezing induced
microfracture of the posterior EAC wall and then EAC
skin detachment, giving rise to the air bubble. This
physiopathological hypothesis accounts for the sudden otal-
gia and transmission hearing-loss induced during the violent
sneezing.
What treatment do you recommend?
Once diagnosis was determined, the air bubble was slowly
pushed against the bony EAC wall, in consultation, under
local anesthesia, and the air was extracted using a ﬁne
syringe. Once the bubble was ‘‘deﬂated’’, a pop-oto-
weak® dressing was maintained for 1week, to keep the
skin in position. At 1 year’s follow-up, the bubble had
not recurred. Since this incident, Ms D takes an antihis-
tamine tablet before unpacking in the trade fairs she is
involved in.
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Medline database search using several keywords failed to
etrieve any similar cases.
The bony posterior EAC wall comprises, inferolaterally,
he tympanic and, superolaterally, the temporal bone. Its
natomic equivalent is the mastoid apophysis [1]. The EAC
s separated from the antral and subantral mastoid cells by
thin bony lamina [1]. The EAC may sustain damage during
emporal or tympanic bone fracture. In the present case,
he effort involved in violent sneezing presumably induced
icrofracture in the thin bony wall between the mastoid
pophysis and the EAC skin (Fig. 2). A second hypothesis
s that there may have been spontaneous detachment pre-
xisting the present incident, and that severe hyperpressure
evealed this anatomic variant. The clinical and X-ray data
o not enable decision between these two hypotheses.
Treatment consisted in using a ﬁne needle to puncture
he air pocket, which had not deﬂated 24 hours after the
ttack. The skin of the bubble partially retracted and could
e ﬂattened against the underlying bone by a pop-oto-weak®
ressing. After 1week, the dressing was removed, and the
ir sac did not subsequently recur.
onﬂict of interest statement
one.eference
1] Legent F.Le conduit auditif externe. Méat acoustique externe.
Arnette Blackwell; 1995. p. 369.
